ABSTRACT: Based on the situational leadership theory (Hersey&Blanchard), our study aimed to analyze the leadership style in managers of different health facilities from Romania. We included 41 persons with key positions (general manager, medical director, chief of section/department, nursing director, chiefnurse). All these persons filled the LEADself questionnaire (Leader Effectiveness and Adaptability Description Instrument, Center for Leadership Studies, Hersey and Blanchard). The tool measures three dimensions: the dominant (and secondary) leadership style, the style range (flexibility) and the style adaptability (the leader effectiveness). We found a dominance of "Selling/Coaching" style, followed by the "Telling/directing" style. The managers were found to have a high relationship supportive behavior. Only three cases of low relationship dominance were found. Also almost all the managers were found as mostly group centered (only 5 cases were more leader centered). The flexibility of the managers was high, only one persons having the style range<2; the effectiveness score varied from 12 o 25, most of the responders having a low or moderate level of adaptability.
INTRODUCTION
The health system from Romania is facing different stages of reform since more than two decades, without visible increasing in satisfaction for patients and medical staff. During these multiple interventions for reforming the health system, the managers of the public providers of medical services are often replaced upon variable criteria of performance, that usually measure processes. The new managers need to rapidly adapt to the organizations' culture and to the staff values. In this context our study aimed to describe the leadership style in managers from different public providers of health services from Romania.
METHODS
A cross-sectional survey was performed, based on the HerseyBlanchard Situational Leadership (HBSL) model. This model was developed in relation to Theory of Situational Leadership, of Paul Hersey and Ken Blanchard, according to which a manager can vary his leadership style depending on the employees' needs (1) (2) (3) . The employees can have variable level of commitment and motivation and also variable level of professional experience. The manager will choose his leadership style in relation to two parameters: the task behaviour (extent to which he is likely to define roles for the staff) and relationship behaviour (extent to which he is likely to maintain relationship with the staff members). The task behaviour is influenced by staff's level of competence. More task-oriented is the manager, more detailed and specific instruction he will give to the staff. A high level of communication with the staff characterises a more relationship oriented manager; that will provide emotional and psychological support to the employees Four leadership styles were described -Directing, Coaching, Supporting and Delegating ( fig. 1) (1-3) . The Directing/telling (S1) is characterised by one-way communication in which the leaders define in detail the roles and the responsibilities of the staff and tell them exactly what to do, but also how, when and where to do.
The Coaching/Selling (S2) is characterised by more support provided to the employees. The leader still provides information and direction about what and how to do, but there's a two-way communication with the staff, trying to involve them in the process. This style is named "selling", because the leader tries to sell messages to the followers.
OPEN
The Supportive/participating style (S3) is characterised by more focus on relationship and less on tasks. The leaders work together with the team, sharing decision-making process about how the roles were fulfilled.
The Delegating style (S4) is characterised by less focus both on relationship and tasks, because the leaders passed most of the responsibility to the team.
The leadership style is influenced by the maturity of the team, each style corresponding to a specific level of of readiness to fulfil the task . S1 is more appropriate to immature teams, with lack of knowledge and confidence and S2 is appropriate for teams with lack of knowledge and skills, but willing to fulfil the task. S3 is appropriate for skilled teams, but not confident in their potential and S4 is appropriate for teams strongly skilled and highly committed to achieve their goal. There is no good or wrong style and there is no one style optimal to be used all the time. Usually the leaders must adapt their style according to the situation and to the team.
In our study we used the LEAD self questionnaire (Leader Effectiveness and Adaptability Description), developed by the Center for Leadership Studies (4).
The questionnaire exposes twelve situations, each with four alternatives. The responders are asked to choose the alternative which they consider more closed to their personality (no the correct or desirable alternative). The instrument is able to evaluate the following dimensions:
a. The leadership profile of the leader, upon his own perception. The respondent can find his primary (most used) and/or secondary (back-up) leadership style.
b. the style range or flexibility -referring to how flexible the leader is in varying the types of behaviour when attempting to influence others. Three or more responses in a quadrant indicate a high degree of flexibility, two responses a moderate one and only one response in a quadrant is not statistically significant (difficult to predict flexibility).
c. the leadership style adaptability score (leader effectiveness) -degree to which they are able to use the appropriate style in various situations.
Target population
We included in our study physicians with managerial responsibilities in public medical units (hospitals, ambulatory units or family practices). Sample selection was done using snow-ball method. Responders were asked to fill the LEADSelf questionnaire. Additional demographic data were collected (age, gender, specialty, academic involvement, type of medical provider) Selected variables: we followed the leader profile, the adaptability and flexibility. The leadership styles were analysed by gender, age-group (young, middle-aged and seniors), type of unit and academic involvement.
Statistical analysis
Scale variables were presented as mean  standard deviation. Nominal variables were presented as proportions. Comparisons were done using T-student test or nonparametric tests.
Data were analysed using SPSS v. 17.0 software.
RESULTS
We found 41 responders willing to be involved in our study, 58.5% among them being males. The mean age was of 44.786.814 years (median 44 years). Mean age tempted to be higher in females (46.06, compared to 43.88 years in males), but no statistical significance was found ( fig. 2) .
Figure 2. Age distribution by gender
Almost half of the responders worked in hospitals (48.8%), but some worked as family doctors (31.7%) or in ambulatory units (19.5%).
The responders working in family practices were specialised in family medicine, but the responders working in ambulatory or hospital units had other clinical specialties, most of them from the "medical" group (we had only 5 surgeons). Around a quarter from the responders (10) had academic involvement at the medical university. The most frequent primary style was S2, followed by S1 (fig,  3) . Four responders were the same score for S2 and S3 as combined primary styles. Style S3 occurred only in 3 responders and we didn't find any subject with S4 style. This hierarchy was kept by gender, age-category, type of unit and academic involvement (Table 1) . No difference was found in occurrence of S1 and S2 respectively by any study variable. The most frequent secondary style was S3, followed by S1 ( fig.  4 ). This distribution was some-how similar by study variables (Table 2) . However, the limited number of subjects didn't allow us to conclude on the statistical significance.
Most frequent profiles (primary -secondary style) were S2 -S3 (13 subjects) and S2 -S1 (11 subjects).
The style's range varies from 1 to 4, half of the responders having moderate flexibility (n=20subjects) and half a high one( fig. 5 ). Only one responder had the style range <2. No difference was found by gender, age-category, type of unit or academic involvement. Some studies analyzed the relationship and leader/group centered behavior (5). The high versus low relationship behavior is analyzed by summing the S2+S3 answers, versus S1 + S4. The leader/group behavior is analyzed by summing S1 + S2, versus S3+S4. Our managers were found to have a high relationship supportive behavior. Only three cases of low relationship dominance were found. Also almost all the managers were found as mostly group centered (only 5 cases were more leader centered). The global results are shown in fig  7, 8. 
DISCUSSION
Our study aimed to evaluate the leadership profile for managers of public providers of health services. We included managers form family practices, ambulatories and hospitals. Most frequent primary style was S2 (Coaching/selling), which is highly task oriented and also supportive and appropriate for teams that are not very well prepared professionally, but willing to accomplish the tasks. This style was the most common in more than a half of the responders. It was found as most frequent in all types of medical providers and didn't vary by gender, age category and academic involvement. Second most common was S1 (Directing/telling). No cases with S4 style primary expressed were found, possibly because the managers didn't meet apparently very experienced teams. This is, however, the self perception of the managers, but all of them had the managerial position since less than two years (except the family doctors)so it is also possible for them not to understand completely the level of commitment for the team. The secondary style was S3, followed by S1 approximately with the same frequency. So basically we found two categories of managers. The S2 -S3 managers are able to work well with people with appropriate level of readiness, but the face problems in working with people with low level of task maturity. The S2 -S1 managers are able to work with teams with low level of readiness, but they may be less-performing in the supportive behaviour.
The moderate or high level of flexibility showed that the managers are able to adapt to the team which is some-how
The low or moderate level of adaptability (leaders' effectiveness) showed a reduced capacity to adapt to situations. More effort is needed more effort being needed to vary use of alternate leadership styles. Leaders with high adaptability are more likely to be successful compared to those with a low adaptability score (6) . So additional training in situational leadership may be needed in order to improve the adaptability scores.
Our results are consistent to other studies, showing the predominance of S2 in different managers and low levels of adaptability (6) (7) (8) .
The leadership profile in our study seemed not to vary by gender, age category, type of unit or academic involvement. However, one major limitation of our study was the small number of subjects, and consequently the limited generalizability. Another limitation is the translation of the questionnaire, which was done in the frame of a project, but the Romanian form was not assessed for content validity. The similarity of our results to other international studies allows us to conclude that LEAD Self questionnaire-Romanian version is an appropriate tool to evaluate the leadership profile.
This study was just a research attempt to evaluate the managers form health units upon other criteria than quantitative performance (eg. resources, processes and outputs of the health unit). It may be useful in identifying the most appropriate manager to the team characteristics. However, high skills are required in interpreting the leadership profile, and this may be a limitation of use in practice of such tools.
